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ABSTRACT

ADOLESCENT LEISURE ACTIVITES AS A MODERATOR OF THE NEGATIVE
EFFECTS OF FAMILY PROCESS ON ADOLESCENT EMOTIONAL HEALTH

Samuel Kenneth Dahlin
Marriage and Family Therapy Program
School of Family Life
Doctor of Philosophy

The purpose of this study was to investigate whether an adolescent’s
experience with different types of leisure (achievement, social or time-out) would
moderate the negative effects of dysfunctional family process on an adolescent’s
emotional health. A model was tested that hypothesized that leisure experienced as
achievement or social by adolescents would buffer the negative effects of a dysfunctional
family. A sample of 243 clinical and non-clinical adolescents completed the Global
Severity Index, the Family Assessment Device, and the Leisure Questionnaire. Three
regression analyses were run for the whole sample (n=243), the male sample (n=150),
and the female sample (n=93). In each analysis, more family dysfunction predicted more
psychological symptoms. Using the whole sample, it was found that both social and
time-out leisure (solitary activities) had a negative moderating effect, that is, increasing

psychological symptoms, while achievement leisure had no moderating effects on
symptoms. When looking at the regression analysis results for each gender, the male
sample showed a time-out leisure moderating effect and the female sample showed a
social leisure moderating effect—both increasing psychological symptoms. These
findings were contrary to the hypothesis that leisure experienced as achievement or social
leisure would buffer the negative effects of dysfunctional family process on adolescent
emotional health. In fact, results suggested that some types of leisure may be harmful to
some adolescents and that clinicians need to be aware of the types of leisure their
adolescent clients are participating in, i.e. males experiencing leisure as time-out and
females experiencing leisure as social may be related to more rather than less severe
psychological symptoms. In addition, these results suggest the key importance of family
process in adolescent emotional health and how important family-of-origin issues are
when working with adolescents in clinical settings. Limitations of the study and
implications for future research and clinical practice are discussed.
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CHAPTER ONE
Introduction
The teenage years may be some of the most difficult times of an individual’s life.
Adolescents are attempting to develop their own identity—a person’s internal view of
their own characteristics and traits that best describe who they are. Erikson (1968)
labeled this developmental stage as identity versus role confusion. Adolescents who
struggle gaining a positive self-image may experience confusion and immobilization for
themselves as well as their families (Carter & McGoldrick, 1989). While most
adolescents learn to adapt to the challenges of this period, many struggle as they
experience the simultaneous psychological, cognitive, physical, and social changes that
take place (Hill, 1993).
During this period, adolescents may face difficulties such as substance use,
mental disorders, and in some cases, even suicide attempts. In the United States, 1 out of
10 children and adolescents suffer from a mental disorder severe enough to result in
significant functional impairment, and these children and adolescents are at greater risk
of suffering from long-term impairments and dropping out of school (Burns et al., 1995).
Yet, in any given year, studies suggest that about only 1 out of 5 such children receive
any mental health services. According to the Report of the Surgeon General’s
Conference on Children’s Mental Health (2000), “The World Health Organization
indicates that by the year 2020, childhood neuropsychiatric disorders will rise
proportionally by over 50 percent, internationally, to become one of the five most
common causes of morbidity, mortality, and disability among children.”
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For many years, researchers have been investigating factors that contribute to
adolescent mental health. It is a common belief that poor family functioning contributes
to an adolescent’s negative well-being, while a healthy family can insulate an adolescent
from many of the risks that he or she might face. There are numerous studies linking
disordered family functioning to a wide range of mental health problems in children and
adolescents (Asarnow, Carlson, & Gunthrie, 1987; Kashani, Allan, Dahmeier, Rezani, &
Reid, 1995; Kaslow, Rehm, & Siegel, 1984; Kaufman, 1991; McCauley, Myers,
Mithcell, Calderon, Scholeredt, & Treder, 1993; Puig-Antich, Jaufman, Ryan,
Williamson, Dahl, &Lukens, 1993; Tamplin, Goodyer, & Hebert, 1998). An adolescent’s
family is an important factor that can either foster or inhibit pathology. It seems there is
little controversy in relation to the importance of the family with regards to the
development of behavioral problems in children and adolescents (Dekovic, Janssens, &
Van As, 2003). Research has consistently demonstrated that having a family member
with a mental illness is related to poor family functioning (Tamplin & Goodyer, 2001).
Characteristics such as conflict, lack of warmth, hostility, poor acceptance, and poor
family cohesion have been identified as leading factors in adolescents developing
internalized behavior problems (Millikan, Wamboldt, & Bihum, 2002). Asarnow and
colleagues (1987) found that children who are depressed and have attempted suicide
report their families as unsupportive and stressful, with high conflict and low control.
Mathijssen, Koot, Verhulst, De Bruyn, and Oud (1998) found that poor mother-child
relations predicted externalizing behaviors in adolescents.
Tamplin, Gooder, and Herbert (1998) studied family functioning with a group of
depressed adolescents and a non-clinical group. They used the McMaster Family
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Assessment Device (FAD) to determine how the family functioned on seven dimensions:
problem-solving, communication, roles, affective responsiveness, affective involvement,
behavior control, and an overall summary scale of general functioning. The results
showed significant differences between the families with a depressed child and the nonclinical group on all dimensions but problem solving. An interesting finding from their
research was that 29.5% of the control families scored in the dysfunctional category on
the FAD, but the adolescents were not depressed. This raises an important question:
What accounts for the well-being of the one- third of the adolescents whose families were
rated dysfunctional? It may be possible that there is another variable that is moderating
the effects of dysfunctional family interaction on adolescent emotional health. What if
adolescents from these dysfunctional families were participating in some form of activity
that took their mind off of the stress in their families? One possibility might be related to
the type of leisure that an adolescent participates in. For those adolescents who come
from lower functioning families, positive leisure might offset some of the negative
impact of those families on their mental health.
It is estimated that leisure is an activity that accounts for 50% of an adolescent’s
waking time (Csikszentmihalyi & Larson, 1984). Leisure provides opportunities for
developing healthy coping strategies, good self-identity, and healthy social interactions
(Silbereisen, Noack, & Eyferth, 1986), as well as providing avenues for developing
competencies (Evans & Poole, 1991). While there are many who profess leisure to be a
health promoting activity for young and old, there has been almost no empirical research
validating the thesis that leisure promotes emotional well-being (Passmore & French,
2000). Passmore and French (2000) looked at different types of leisure and how they
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affect mental health in a sample of 130 adolescents. They were able to make modest
claims that achievement leisure (which provides challenges and a range of demands) and
social leisure (activities undertaken primarily for engaging in the company of other
people) both support healthy adolescent development, which contributes to mental health.
The authors also found that time-out leisure (which involves solitary, passive activities
such as watching television or lying on one’s bed) did not have the same positive effect
as achievement or social leisure, but instead may contribute to mental disorders.
It was the thesis of the present study that family functioning is an important
predictor of adolescent emotional health and that an adolescent’s experience of leisure
may act as a moderator to offset the negative effects that poor family functioning may
have on adolescent emotional health. This study adds to the body of research on family
functioning and adolescent emotional health as it was the first to study leisure as a
moderating variable. Findings may encourage therapists and educators to not only focus
on family process in helping adolescents, but it may also lead to the implementation of
positive leisure activities in the lives of the adolescents. Also, the information provided
by this study may benefit the adolescent by emphasizing the importance of pursuing
healthy leisure activities. The general purposes of the present research were the
following:
1. To study the relationship of family functioning and adolescent emotional
health.
2. To study the moderating effects of three types of adolescent leisure
experiences (achievement, social, and timeout) on the relationship between
family functioning and adolescent emotional health.
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Theoretical Context
A Family Systems Model
The major theory that guided the present study was the McMaster Model of
Family Functioning (Epstein, Bishop, & Baldwin, 1981). The McMaster Model of
Family Functioning (MMFF) focuses on the dimensions of family functioning that are
believed to most impact the physical and emotional health of family members. The
authors define each dimension as ranging from “most effective” to “most ineffective,”
with “most ineffective” leading to emotional and physical distress for family members
and “most effective” contributing to optimal emotional and physical health.
The MMFF is based on a family systems approach. The five crucial assumptions
of systems theory that underlie this model are: 1) the parts of the family are interrelated;
2) one part of the family cannot be understood in isolation from the rest of the system; 3)
family functioning cannot be fully understood by simply understanding each of the parts;
4) a family’s structure and organization are important factors determining the behavior of
family members; and 5) transactional patterns in the family system shape the behavior of
family members (Epstein, Bishop, & Baldwin, 1982).
According to the MMFF model, a healthy family provides a setting for family
members to deal with a variety of problems or issues, which this model identifies as three
task areas—basic task area, developmental task area, and the hazardous task area
(Epstein, Bishop, & Baldwin, 1982). The first basic task area involves instrumental
issues such as problems of providing food, shelter, transportation, and money. The
second, developmental task area, consists of issues that arise over time as family
members develop emotionally and physically, such as crises that take place during
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adolescence. The third, hazardous task area, involves dealing with issues that result from
crises such as loss of job, accident, illness, traumatic events, and so on. MMFF posits
that families that are unable to effectively negotiate through these three areas are more
likely to become dysfunctional families.
The MMFF has identified key characteristics or dimensions of family functioning.
Families that do well in each of these areas tend to have fewer problems and are able to
manage problems more effectively when they arise (Epstein, Bishop, & Baldwin, 1981).
The first dimension is problem-solving. Problem-solving is defined as a family’s ability
to resolve issues at a level that maintains effective family functioning. The seven stages
of problem-solving are as follows: identification of the problem; communication of the
problem to the appropriate person(s); development of action alternatives; decision on one
alternative; action; monitoring the action; and evaluation of success. Epstein et al., (1981)
postulate that the least effective family is one that cannot identify the problem, while the
most effective family is one that carries out all seven stages. An adolescent with a family
that struggles with problem-solving may experience a confusing and frustrating
environment where little resolution takes place and anxiety, anger, and frustration reign.
The adolescent may internalize the frustration and confusion by becoming depressed or
anxious, or he or she may externalize the emotions through angry acting out.
The second dimension is communication, defined as the way verbal and
nonverbal information is exchanged within a family (Epstein, Bishop, & Baldwin, 1981).
Effective family communication is clear and direct, while ineffective communication in
families tends to be masked and indirect. Families where members can share their
thoughts and feelings with one another freely are better equipped to solve problems as
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they arise. Families where adolescents are unable to be open with other family members
or to be spoken to in a direct and clear manner may facilitate an environment of poor
mental health.
The third dimension of MMFF is family roles. These roles are recurrent patterns
of behavior by which members of the family fulfill certain family functions (Epstein,
Bishop, & Baldwin, 1981). The establishment of specific roles within a family is directly
connected to the family’s ability to deal with both unexpected and normal changes. The
authors identify five necessary family functions that a successful family has to repeatedly
deal with: 1) provision of resources—tasks associated with providing money, clothing,
shelter, and food; 2) nurturance and support—providing warmth, reassurance, comfort,
and support for family members; 3) adult sexual gratification—husbands and wives must
find satisfaction with their sexual relationship; 4) personal development—tasks involving
educational, physical, social and emotional development of the children; 5) maintenance
and management of the family system—leadership and final decision making by the
parents, boundary setting, behavior control functions, household finance function, and
health related functions. An adolescent’s emotional health may depend on how clear
each of these roles is. If the child is unsure which role he or she is supposed to play, or is
forced into parental roles, or lacks a parent who performs well in the parent role, the child
may become depressed or oppositional because of the confusion and misplaced
responsibility that the adolescent experiences.
Another dimension of this model is affective responsiveness. Affective
responsiveness is defined as the family’s ability to respond to a given situation with the
appropriate quantity and quality of feelings (Epstein, Bishop, & Baldwin, 1981).
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Families need to be able to experience and share emotions such as joy, support,
tenderness, love, fear, anger, sadness, and disappointment. Families that are unable to
respond to these emotions create an emotionally distorted or sterile environment where
children are unable to feel safe and to be themselves by free expression of feelings. An
adolescent experiencing extreme sadness and fear surrounding the divorce of parents and
unable to express these emotions due to the restricted affective response, may present
with oppositional defiant behavior or possibly an anxiety or depressive disorder, as a way
to deal with the underlying unexpressed affect. In contrast, an adolescent facing a similar
experience of divorce and who has a family that effectively responds to a child’s affect,
will likely feel safe enough to open up to the parents about their feelings of sadness and
fears.
The fifth dimension of the MMFF is affective involvement, which is defined as
how well the family is able to value and show interest in the activities and interests of
individual family members (Epstein, Bishop, & Baldwin, 1981). The authors describe six
types of involvement: 1) lack of involvement—no interest in one another; 2) involvement
devoid of feeling—some interest in one another, but mostly on intellectual level; 3)
narcissistic involvement—interests in others only to the extent that their behavior reflects
on the self; 4) empathic involvement—interest in one another for the sake of the others;
5) over involvement—excessive interest in one another; and 6) symbiotic involvement—
an extreme and pathological interest in others. Empathic involvement leads to healthy
family functioning, while the other styles of involvement may lead to poor mental health.
For example, an adolescent may experience depression, due to lack of support or
involvement in his or her leisure activities, school work, and/or social life.
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The final dimension of this model is behavior control—the pattern of behavior a
family adopts for handling family discipline (Epstein, Bishop, & Baldwin, 1981). The
authors describe four styles of behavior control: 1) rigid behavior control—standards are
specific with minimal variation and negotiation; 2) flexible behavior control—standards
are reasonable with room for negotiation and change; 3) laissez-faire behavior control—
total latitude is given with no standards; 4) chaotic behavior control—the control is
unpredictable with random shifting between the other styles. Families with flexible
behavior control are better at adjusting and coping with the changing family
circumstances. Adolescents who are rigidly controlled may suffer from low self esteem
because of the belief that they are not trusted enough to contribute to some decisions. On
the other hand, adolescents who experience no boundaries or control may believe that
their parents do not love them enough to hold them to any standards. These ineffective
behavior control patterns can lead to an adolescent developing either internal (e.g.
depression) or external (e.g. oppositional defiance) behavior problems.
In summary, when families have difficulties with one or more of these six family
process dimensions---problem-solving, communication, family roles, affective
responsiveness, affective involvement, and behavior control---adolescents may develop
emotional disturbances while trying to negotiate through this difficult developmental
phase without the healthy support of their families.
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A Leisure Model
A second model that guided this research, Iso-Ahola’s (1980) model of causality
of leisure behavior is a starting point for understanding the relationship between family
functioning and adolescent emotional health. Iso-Ahola’s model presents four levels of
causal factors of leisure behavior. The first two levels are labeled by the author as
“hidden” causes—reasons for leisure that the individual is likely not able to identify
(unconscious). The first level, biological factors and early social learning experiences,
has to do with what one is born with and what one learns through social experiences. For
example, David’s strength and height makes him feel competent and confident in
basketball, and he may have been influenced to play basketball because of society’s
stereotype that tall people should play basketball.
The second level is also a “hidden” cause, which is identified as a need for
optimal arousal or incongruity. Iso-Ahola explains “the dialectical nature of cognitive
processes and thus, human behavior, implies that an individual seeks both stability and
change, structure and variety, familiarity and novelty, in his intrapersonal and
interpersonal behavior (1980, p. 24).” An adolescent may withdraw, if the societal
environment provides too much stimuli (too much incongruity), or he or she may become
bored, if the environment provides too many of the same experiences (too little
incongruity). For example, David may go out for the varsity basketball team his
freshman year because he does not experience enough challenge (stimuli) from the junior
varsity team.
The last two levels are “open” causes for leisure behavior, where individuals are
more likely to be aware and to be able to articulate why they are participating. The third
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cause is termed “perceived freedom” and “intrinsic motivation.” Perceived freedom is a
state in which the adolescent feels that what he or she is doing is performed out of one’s
own free will. If the satisfaction the adolescent receives stems from engaging in the
activity itself, then his or her motivation is intrinsic. For example, David chooses to play
basketball and experiences intrinsic rewards such as self-determination and competence.
The final level of Iso-Ahola’s (1980) causality for leisure is “leisure needs” (i.e.
reasons of participation). Some of these needs are as follows: tension release, mental
stimulation, creating feelings of security, social involvement, emotional involvement,
release of aggressive impulses, and eliminating feelings of inferiority. An example
would be David playing basketball as a catharsis for dealing with the build up of
frustration during the day.
Throughout the literature, it is claimed that positive leisure pursuits should lead to
the development of mentally healthy adolescents and young adults (Hendry, 1983;
Passmore & French, 2000). Menninger posits that having a balanced leisure life is
essential to maintaining a high level of emotional health (Kraus, 1984). Ish-Ahola (1997)
believes that leisure influences mental health in two principle ways. First, leisure is
conducive to mental health when an individual values and engages in leisure for its own
sake or for its inherent characteristics. The second way leisure influences health is when
leisure is used as a tool to achieve specific health outcomes (i.e. a person exercising to get
into shape). What psychological mechanisms explain how the effects of leisure promote
health? Iso-Ahola (1997, p. 141) explains, “all the evidence points to the idea that the
use of personal skills and competencies in challenging situations, when done on a selfdetermined basis is psychologically most beneficial.” When people are challenged both
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mentally and physically through self-chosen leisure, they begin to feel more competent as
a sense of self-determination is experienced and developed. As adolescents develop this
personal competence through leisure, they may be able to buffer the negative impact that
a low functioning family might have on their emotional health, especially self-esteem,
healthy moods, and feeling calm. For example, David’s family functions in an unhealthy
manner on almost every dimension of the MMFF. In the home, he often experiences
sadness and fear much of the time, but is not allowed to speak about his feelings. He also
feels confused, because at times his mother parentifies him by triangulating about dad,
while at other times she treats David like a five year old by not giving him any say in
decision making. It is rare when David feels peace in his home. These family
experiences lead to David experiencing some low self-esteem, depression, anger, and
anxiety. While these negative experiences could facilitate David developing one or more
psychological disorders, David’s positive experiences with leisure activities may buffer
him from this occurring. David’s daily participation in basketball may help him in a few
different ways. One way is that it creates a social atmosphere for David to gain some
social competence by spending time with his friends who value him. Also, David is
becoming more self-efficacious in basketball, which is helping increase his self-esteem
and self-worth. Another way that basketball benefits David is by allowing him to escape
his negative feelings generated at home, and to take out his anger in a safe way on the
basketball court. He then leaves the court feeling more self-confidence, in a better mood,
and less angry, which helps him to buffer against the negative experiences that he will
have when he returns home.
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Theoretical Model for the Study
Figure 1 illustrates the theoretical model used in the present study. The model
begins with family functioning (independent variable) and how it relates to an
adolescent’s emotional health (dependent variable). It was hypothesized that adolescents
from more dysfunctional families would have poorer emotional health. In addition, the
model introduced adolescent leisure as a moderating variable. A moderator is a variable
that affects the direction and/or strength between an independent and a dependent
variable (Frazier, Barron, & Tix, 2004). In the present study, the moderator was
hypothesized to have a buffering effect, i.e. leisure weakening the negative effect of the
predictor variable (dysfunctional family functioning) on the outcome variable (adolescent
emotional health). While there is evidence linking family functioning with adolescent
emotional health, there has been no research as of yet, looking at the possibility of an
adolescent’s experience of leisure moderating the effects of poor family functioning on
adolescent emotional health. Thus, a second hypothesis was that different types of
leisure experiences (achievement, social, or time-out) would moderate the negative
impacts of unhealthy family functioning on adolescent’s emotional health. However,
each type of leisure experience may have a differential effect on emotional health, and so
each was tested. It was hypothesized that adolescents who experience leisure as
achievement and/or social would have the negative impacts of unhealthy family
functioning on their emotional health buffered, while it was hypothesized that adolescents
who experience leisure as time-out (solitary) would experience no buffering effect.
In order to control for demographic variables which are not the focus of this study but
may be related to adolescent emotional health, the subjects were controlled across age,

13

socioeconomic status, SES, and intact versus nonintact families (married versus
divorced, separated, or remmaried) by including these as exogenous variables. The age
of the adolescent was not expected to be related to adolescent emotional health or family
functioning (Friedmann, McMermut, Solomon, Ryan, Keitner, & Miller, 1997).
However, due to potential sampling problems it was possible that one age group of
adolescents (e.g. younger) would be over-represented in the sample. Friedmann et al.
(1997) found that higher SES was related to better family functioning. Although the
relationship was significant, it did not reduce the significance of the observed relationship
between mental disorders and family functioning, leading to their decision to drop it from
the model. Intact family status was also thought to be related to adolescent emotional
health. Many studies have shown that children of divorced parents experience more
psychological, social, and behavioral problems than children from intact families (Amato
& Keith, 1991; Emery, 1988; Hetherington, 1989). However, McFarlane, Bellissimo,
and Norman (1995) found the opposite—no significant differences were found between
families containing single parent, both parents, or stepparents and adolescent depression
or family functioning. While each of these exogenous variables were thought to perhaps
have a significant relationship to adolescent emotional health, they were not the focus of
the present study, and were included only as control variables.
It was expected that gender would be related to adolescent emotional health.
Depression is reported twice as often by adolescent females as adolescent males (DSMIV, 1994). Maxmen and Ward (1995) found that mood disorders are twice as often
reported by females as males. In Tamplin and Goodyer’s (2001) study, girls reported
significantly more undesirable life events than boys. Thus, separate models were tested
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for males and females as this research suggests gender differences in not only reports of
emotional health but also in the participation of social and achievement leisure, with
males more likely to engage in leisure than females (Passmore & French, 2001).
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Adolescent Leisure
1. Achievement (+)
2. Social (+)
3. Time-out (0)

Level of Family Functioning

Adolescent Emotional Health

+ Age
SES
Family Status

Fig. 1 A model of the relationship between family functioning and adolescent emotional health with adolescent leisure as a moderating
variable and age, SES, and intact family status as exogenous variables.

CHAPTER 2
Review of the Literature
The review of the literature began with a focus on family functioning as it relates
to adolescent emotional health. This included studies looking at the functioning of
families with adolescents experiencing different psychological disorders. This is
followed by a review of the literature on leisure in relation to adolescents’ emotional
health. Finally, this chapter is summarized by a discussion on why leisure activities may
act as a moderating variable in low functioning families on adolescent emotional health.
Family Functioning in Relation to Adolescent Emotional Health
In the literature, there have been quite a few studies linking adolescent emotional
health to family functioning. Family factors have repeatedly been found to discriminate
between adolescents who abuse substances and those who do not (Barnes, 1984; Coombs
& Landsverk, 1988; Fors & Rojek, 1983; Glynn & Haenlein, 1988; Hundleby & Mercer,
1987; Simcha-Fagan, Gersten, & Langner, 1986; Stanton, 1978). Piercy, Volk, Trepper,
Sprenkly, & Lewis (1991) found that the degree of closeness that the adolescent
perceived in his or her family was predictive of the number, type, and frequency of
adolescent drug use. They also found that structural factors (ie. family size, birth order,
parents’ relationship status, and number of parents in the household) did not discriminate
between frequency, number, and type of drug use.
A different study looked at four aspects of family functioning and how well these
aspects predicted antisocial behavior in adolescents (Dekovic, Janssens, & Van As,
2003). The four areas of functioning examined were: 1) global—socio economic status
and family composition; 2) distal—dispositional characteristics of parents; 3)

17

contextual—family characteristics; and 4) proximal—parent child interaction. The
researchers found that all areas of family functioning except global predicted antisocial
behavior.
In another study, the authors looked at the relationship between family relations
and internalizing/externalizing adolescent behaviors (Mathijssen, Koot, Verhulst, Bryun,
& Oud,1998). The externalizing group consisted of delinquent and aggressive behavior
syndromes. The internalizing group consisted of the anxious/depressed, somatic
complaints, and withdrawn syndromes. Their hypothesis that children from families with
no positive relationships would have more problem behaviors than children from families
with one or more positive relationships was confirmed. The authors also found that the
quality of the mother-child relationship was a predictor of externalizing behavior while
the quality of the mother-father relationship was predictive of internalizing behavior.
There are many studies linking family functioning to adolescent depression
(Friedmann et al.1997; Joffe, Offord, & Boyle, 1998; Keitner & Miller, 1990; Mathijssen
et al.1998; Miller, Kabacoff, Keitner, Epstein, & Bishop, 1986; Stark, Humphrey, Crook,
& Lewis, 1990; Tamplin et al. 1998). Stark et al. (1990) examined 51 youth ranging
from 10 to 15 years. The authors’ purpose was to investigate the characteristics of the
depressed child’s family. This study consisted of four groups of adolescents: depressed
group (n = 11), anxious group (n = 15), depressed and anxious (n = 15), and a control
group (n = 15). Results of the study indicated that the youth from the pathological
groups, as compared to the control group, perceived their family environments to be less
supportive and with more conflict. The youth felt as if they had less involvement in
decision-making. Also, the youth reported lower levels of recreational activity. This last
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finding is of particular relevance to the present study. Stark et al. present a picture of a
family high in conflict and low in recreational activity as a unit that is always together
and arguing. The authors posit that this reduction in activity level deprives family
members of possible distractions and possible sources of reinforcement. Recreation was
part of a 3-scale measure (intellectual, active/recreational, and moral/religious emphasis)
looking at family values. While the Stark et al. (1990) study demonstrated that families
with a depressed or anxious child are less likely to value family recreation, the present
study will focus on the type of adolescent leisure and how it may buffer the effects of low
functioning families.
Another study looked at depression and family functioning (Tamplin et al. 1998).
The authors used the McMaster Family Assessment Device (FAD) to compare
adolescents with major depressive disorder (MDD) (n = 61) to a control group (n = 34).
The control and MDD groups were not significantly different in gender or age. The mean
age was about 13 years old, with approximately 42% of the subjects being male. Of the
61 depressed adolescents, 59 (97%) met criteria for one or more of the following
diagnoses: attention deficit (15%), conduct (36%), dysthymia (25%), general anxiety
(29%), obsessive compulsive (25%), oppositional defiant (42%), panic (28%), separation
anxiety (62%), and social phobia (38%). Using the FAD, a family that scores above the
established cut-off value on any scale would be considered unhealthy on that particular
dimension. The FAD includes seven dimensions, which were previously discussed:
problem solving, communication, roles, affective responsiveness, affective involvement,
behavior control, and general functioning. If a family scores above the cut-offs on four
or more scales, that family was defined as ‘unhealthy functioning’. Average scores for
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the families of depressed adolescents exceeded the FAD cut-offs on every scale but
Problem Solving. The control family scores were all in the healthy range, with
significant differences between MDD and control families on all seven family scales.
Using the unhealthy functioning cutoffs of four or more, MDD families were
significantly more likely to be defined as unhealthy compared to control families. An
interesting finding that will be discussed in more detail below is the fact that only 56% of
the MDD families were defined as unhealthy, and that 29% of the control families also
fell into this same category. The authors also looked at comorbid diagnoses to see if
there was an association with family dysfunction. A comorbid diagnosis of oppositional
defiant disorder (ODD) and MDD was significantly more likely to be related to
dysfunction in the areas of Affective Involvement, Communication, and Problem Solving
than families with only MDD.
In a similar study using the FAD, Friedmann et al. (1997) looked at family
functioning in relation to a wide variety of psychiatric disorders. The FAD was used to
compare families of patients with bipolar disorder ( n = 60), schizophrenia disorder (n =
61), major depressive disorder (n = 111), eating disorder (n = 26), anxiety disorder (n =
15), adjustment disorder (n = 46), and substance abuse disorder (n = 48) with control
group of nonclinical families (n = 353). The authors found that regardless of the
diagnosis, having a family member with a mental disorder was related to poor family
functioning, compared to that of the control group. They also found that with only a few
exceptions, the type of mental disorder was not related to significant differences in the
functioning of the family. On the General Functioning scale of the FAD, a higher
proportion of families in each psychiatric group fell into the unhealthy range, while the
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nonclinical families scored well below the cut-off. Similar to the Tamplin et al. (1998)
study, 31% of nonclinical families scored in the unhealthy range on the General
Functioning scale.
In these last two studies (Tamplin et al. 1998; Friedmann et al. 1997), the
researchers found that approximately 30% of nonclinical families scored in the unhealthy
range on the General Functioning scale of the FAD. Why do these adolescents not
experience negative emotional health? What is it about these adolescents or their
families that keeps them from developing psychological disorders? What is the
moderating variable that shields these adolescents from experiencing depression, ODD,
etc? This is the question that guides the present research. It is the thesis of this study that
adolescents’ experience of leisure activities may have a buffering effect on family
dysfunction that leads to emotional health in adolescents.
Leisure Activities in Relation to Adolescent Emotional Health
Throughout the literature, leisure is alleged to have valuable consequences for
psychological health and well-being (Caldwell & Smith, 1988; Coleman & Iso-Ahola,
1993; Tinsley & Tinsley, 1986; Chalip, Thomas, & Voyle, 1992; Ish-Ahola, 1988; IsoAhola & Weissinger, 1984; Kleiber, 1985; Weissinger & Iso-Ahola, 1984). While there
is an abundance of theory linking leisure to good emotional health, there is a major deficit
of empirical testing of the relationship between adolescent leisure and mental health
(Passmore & French, 2000). In this review of leisure, the focus began with literature on
why leisure is beneficial, followed by a few studies on the benefits of leisure, and
concludes with an empirical study looking at types of adolescent leisure and mental
health.
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Some have argued that leisure experiences reduce the effects of stress on the
mental health of individuals (Caldwell & Smith, 1988; Iso-Ahola & Weissinger, 1984;
Weissinger & Iso-Ahola, 1984). Reich and Zautra (1981) found that students under high
levels of stress benefited from engaging in leisure activities. Wheeler and Frank (1988)
looked at a set of 22 factors to investigate the importance of each as a stress buffer and
found that leisure activity was one of only four factors that had an interaction effect with
stress in predicting well-being. Caldwell and Smith (1988) suggest that leisure can help
overcome loneliness and can contribute to emotional health. In their review of the
literature, Coleman and Iso-Ahola (1993) argue their theory on how leisure promotes
health by buffering individuals from negative life circumstances and personal stress.
Coleman and Iso-Ahola (1993) believe that the two most important buffering
agents are leisure-generated self-determination and leisure-based social support. Kobasa
(1979) showed that self-determination was associated with capacity to resist illness. Deci
and Ryan (1987) found that individuals who believe their actions are self-determined are
less likely to experience illness. Coleman and Iso-Ahola (1993) believe that many leisure
activities promote self-determination. They believe that activities with high levels of
intrinsic motivation and perceived freedom foster a sense of internal control. For
example, a young man who chooses to skateboard each day for a sense of
accomplishment may experience more internal control, while another young man who is
forced to play the piano each day may experience life as more out of his control (external
control). When these leisure activities are freely chosen, they may enhance one’s sense
of self-esteem and competence. “Beliefs in self-determination developed through leisure
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may well provide a stress-buffering effect as well as health benefits regardless of the
level of life crisis” (Coleman and Iso-Ahola, 1993, p. 121).
Coleman and Iso-Ahola (1993) believe that leisure-generated social support is
another important factor in buffering against life stress and illness. An important
function of leisure is that it facilitates avenues for people to develop companionships and
friendships. Leisure activities tend to be social in nature (Crandall, Nolan & Morgan,
1980; Duncan, 1978; Nias, 1977) and research has shown that people tend to engage in
leisure activities for social experiences (Beard & Ragheb, 1983; Ewart, 1985; Iso-Ahola
& Allen, 1982). Coleman and Iso-Ahola (1993) state that “companionship and
friendships developed and fostered through leisure participation and perceived
availability of social support generated by leisure engagement help people cope with
excessive life stress and thereby help maintain or improve health (1993, p. 116). In
Caltabiano’s (1988) study, it was found that the moderating effect of social leisure
activities (some social activities versus no social activities) supported the idea that
leisure-generated social activities buffers against illness.
In a study by Passmore and French (2000), the authors investigated the
relationship between adolescent mental health and leisure activities. The authors
presented a model of three distinct leisure typologies—achievement, social, and time-out
(independent variable), three intervening variables (self-efficacy, competence, and selfworth), and mental health (dependent variable). It was hypothesized that competence,
self-efficacy, and self-worth are linked to leisure activities and may act as intervening
variables between types of leisure and emotional health. Passmore and French (2000)
used a sample of 850 adolescents between the ages of 12 and 18. The authors developed
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a 21-item leisure questionnaire that categorizes leisure activities that adolescents engage
in under three typologies (achievement, social, and time-out). Achievement leisure is
defined by the authors as activities that provide challenges and a range of demands.
Social leisure is activities that are participated in principally for engaging in the company
of others. Passive activities such as watching television or lying on one’s bed are
considered time-out leisure. The Youth Self-report questionnaire was used for an overall
measure of adolescent emotional health. The results demonstrated a significant
relationship between both participation in social and achievement leisure and positive
mental health in adolescents, while time-out leisure did not show significance for
supporting mental health. Also, a significant association was found between achievement
leisure and self-efficacy, competence, and self-worth. The model confirmed the
hypothesis that achievement leisure activities enhance each of the intervening variables.
Social leisure was predicted to be associated with self-efficacy, competence, and selfworth, but was in fact only significantly related to competence. The authors did not
discuss this unexpected finding. This research was the first and only study to look at the
relationship between specific typologies of leisure activities and adolescent mental
health.
Summary
In reviewing the literature, there is an abundance of empirical and theoretical
research linking family functioning to adolescent emotional health and an abundance of
research on leisure and mental health as well. It is clear that while there is a widely held
belief that leisure plays an important role in health, there have been very few empirical
studies looking at leisure activities in relation to adolescent emotional health. The few
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studies that have looked at adolescent leisure and emotional health have supported the
theories on the positive benefits of adolescents participating in leisure activities.
The present study looks to combine these three areas—family functioning,
adolescent emotional health, and adolescents’ experience of leisure activities. There has
not been any research done in this area. It is the belief of this researcher that an
adolescent’s experience of social and achievement leisure activities can buffer the
negative effects that a low functioning family may have on an adolescent’s emotional
health.
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CHAPTER THREE
Methodology
Subjects
This study consisted of a clinical sample of 143 adolescents and a non-clinical
sample of 100 adolescents. We recruited both types of samples to get a variety of
adolescents with and without psychological disturbances. The clinical subjects in this
study were male and female adolescents between the ages of 13 and 17, who participated
in a therapeutic wilderness program in rural Utah. This facility was chosen because of
the researcher’s easy access to these adolescents and because these adolescents are
admitted under DSM-IV diagnoses such as mood disorders, substance abuse disorders,
adjustment disorders, attention-deficit and disruptive behavior disorders, anxiety
disorders, personality disorders, etc. Thus, they represented a sample of adolescents with
a variety of psychological disturbances. These adolescents came from various parts of
the United States.
The 100 adolescents from Utah County, Utah, in the non-clinical sample were
considered such because by definition they were not in a psychiatric residential
placement or receiving psychotherapy in an outpatient setting during the study.
However, it is still possible that some may have psychological disturbances. Table 1
provides the general characteristics of the sample. The sample of adolescents was mostly
Caucasian with a mean age of about fifteen and half. Over half (63.8%) of the
adolescents in the sample came from families with married parents and most of the
family income was either unknown (43.2%) or in the middle to upper class (50%).
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Table 1
Demographic Characteristics of Sample

Variable
Age

Residence

Ethnicity

Religion

n

%

M

SD

Range

Male

150

61.7

15.68

1.21

13-17

Female

93

38.3

15.64

1.30

13-18

Total

243

100

Utah

49

20.2

Outside of Utah

194

79.8

Caucasian

222

91.4

African American

1

0.4

Native American

3

1.2

American Hispanic

7

2.9

Asian

2

0.8

Other

8

3.3

Total

243

100

Protestant

25

10.3

Catholic

31

12.8

Jewish

9

3.7

LDS

93

38.3

Eastern Religion

5

2.1

Other

33

13.6

No religion

47

19.3

Total

243

100
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Table 1 (Continued)
Demographic Characteristics
Variable
Family Income

Parental Marital Status

n

%

Don’t know

105

43.2

$0-$19,999

2

0.8

$20,000-$39,999

12

4.9

$40,000-$59,999

12

4.9

$60,000-$79,999

9

3.7

$80,000-$99,999

17

7.0

$100,000-$120,000

23

9.5

More than $120,000

63

25.9

Total

243

100

Never married

18

7.4

Married

155

63.8

Separated

11

4.5

Divorced

19

7.8

Divorced with one or both
parents remarried
Missing

36

14.8

5

1.7

Total

243

100

Procedure
Participants in the clinical sample were recruited from an adolescent wilderness
therapy program in Utah. The adolescents were asked to voluntarily participate in this
research after their parents had given permission. Participants were asked in person to
give their consent and then to fill out the demographic questionnaire, the Brief Symptom
Inventory (BSI), the General Functioning (GF) subscale of the McMaster Family
Assessment Device (FAD), and the Leisure Questionnaire (LQ). Each of these
instruments can be seen in the Appendices.
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The non-clinical sample of adolescents was recruited using a snowball sampling
procedure, also referred to as quota sampling (de Vaus, 1995). The quota sampling
technique attempts to construct a representative sample without a random selection of
participants. Undergraduate student volunteers at BYU helped recruit adolescents
between the ages of 13 and 17 in Utah. Students from BYU family science classes were
offered extra credit to recruit adolescents for this study. The recruited adolescents were
offered ten dollars for completing the questionnaire and were then asked to refer more of
their adolescent friends, until we had a sample size of approximately 100 participants.
The volunteers received consent from both the participants and their parents before
administering the questionnaires (see Appendix A). With the informed consent, the nonclinical sample followed the same procedure as the clinical sample when completing the
questionnaires.
Instruments
Demographic Questionnaire. Each participant completed a demographic
questionnaire (See Appendix B). The questionnaire asked for information regarding
gender, age, parental income, parental marital status, race, and religion. This data was
used for descriptive purposes and for use as control variables in the model to be tested.
General Family Functioning Scale (GF). The GF is a 12-item subscale of the
Family Assessment Devise (FAD), which was used to measure the independent variable,
family functioning. Six of the items describe unhealthy family functioning, while the
other six describe healthy family functioning (See Appendix B). Items are answered on a
4-point Likert scale from “strongly disagree” (1) to “strongly agree” (4). While each of
the items reflects aspects of the six dimensions of the FAD and correlates highly with
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each subscale, each item belongs exclusively to the GF scale. Examples of items on this
scale are: “In times of crisis we can turn to each other for support” (reverse scored);
“Individuals are accepted for who they are” (reverse scored); and “We avoid discussing
our fears and concerns.” Total GF scores many range from 12 to 48. Higher scores
reflect more dysfunction. Byles, Byrne, Boyle, and Offord (1988) report that the GF
subscale measures the perceptions of how the family unit works together—“functioning.”
These same authors tested for reliability and validity of the GF subscale and concluded
“that the GF scale can be used in survey research with confidence in its reliability and
validity” (p. 103). Epstein et al. (1983) found that the GF scale was internally consistent
(α = .92) and that the scores were able to differentiate between clinical and non-clinical
samples. Miller, Epstein, Bishop, and Keitner (1986) report that at a one-week interval,
the scale was reliable (test-retest reliability coefficient = .71). In the Ridenour, Daley,
and Reich’s (1999) study, the researchers found that while they have concerns with the
FAD, they believe that the GF subscale “provides a good estimate of overall family
functioning and may be useful as a screening measure” (p. 501).
Global Severity Index (GSI). The GSI is a subscale of the 53-item self-report
Brief Symptom Inventory (BSI) (Derogatis, 1993), which is designed to measure the
psychological symptoms that a person may be experiencing (See Appendix C). It is a
shorter version of the Symptom Checklist (SCL-90-R). The BSI items are rated on a
five-point scale ranging from “not at all” (0) to “extremely” (4). The BSI includes the
following nine primary psychological symptom dimensions: 1) Somatization; 2)
Obsessive-Compulsive; 3) Interpersonal Sensitivity; 4) Depression; 5) Anxiety; 6)
Hostility; 7) Phobic Anxiety; 8) Paranoid Ideation; and 9) Psychoticism. The GSI
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combines the participant’s psychological distress level with the number of symptoms.
The GSI is scored by taking the sum of the nine symptom dimensions scores and seven
additional items scores, and then dividing them by the total number of items. The higher
the score, the more psychological distress. Examples of items from the BSI are as
follows: In the last two weeks I have been: “feeling lonely”; “having urges to beat, injure,
or harm someone”; and “feeling tense or keyed up”. This score was used to assess the
dependent variable, adolescent emotional health. Derogatis (1993) reported that the GSI
was very stable over a two week period (test-retest reliability coefficient =.90).
Leisure Questionnaire (LQ). A 27-item leisure questionnaire was developed to
measure how often participants experience leisure activities as achievement, social,
and/or time-out (solitary) leisure (See Appendix D). This new questionnaire was based
on Passmore and French’s (2000) original research and questionnaire design.
Participants first are asked to list their three favorite leisure activities that they participate
in most. Following each activity, participants are asked 9 questions to determine the
extent to which they experience each leisure activity as achievement (3-items), social (3items), or time-out (3-items). For each of these three leisure typologies, there are 3
questions measuring the extent of achievement, social, and time-out leisure experienced.
For example, for leisure activity listed as #1, a student would respond to these kinds of
items: “How often do you try to improve your performance?” (achievement leisure item);
“How often do you participate in this activity because you get to be with others?” (social
leisure item); and “how often do you do this activity alone?” (time-out leisure item)
Response categories for each of these kinds of questions ranged from 1 to 3: seldom (1),
occasionally (2), or often (3). For each type of leisure then, scores may range from 3
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(low score) to 9 (high score). When scores from all 3 listed activities are totaled, each of
the three leisure type scores may range from 9 (low) to 27 (high). Lower scores (e.g. 9)
reflect little experienced leisure for each of the three types of leisure, while a higher score
(e.g. 27) reflect a higher experience of one or more types of leisure.
For example, David listed playing hockey, talking with friends, and playing guitar
as his 3 leisure activities. When answering the first 9 questions (3 for each type of
leisure) regarding playing hockey, he scored a total of 9 (all 3’s) for achievement, 7 for
social, and 3 (all 1’s) for time-out. This reflects that hockey is mostly an achievement
and social leisure activity for David. With the next listed activity, talking with friends,
David scored a 4 for achievement, 9 for social, and a 5 for time-out, reflecting this
activity as mostly social leisure. The last activity, playing guitar, he scored an 8 for
achievement, 7 for social, and an 8 for time-out (this activity meets several leisure needs).
When totaling David’s scores for each type of leisure activity, he scored 21 for leisure
experienced as achievement, 23 for leisure experienced as social, and 16 for leisure
experienced as time-out. So, most of his leisure is experienced as achievement and social
leisure.
Following the development of these items, a factor analysis was conducted using the
sample of 243 adolescents in our study to test if the 9 items scored by each participant for
each type of listed activity loaded on the three types of leisure experiences (achievement,
social, and time-out). Factor analysis is a common statistical procedure used in the social
sciences for test construction and to test for construct validity (Kline, 1994). Factor
analysis is a method for simplifying complex sets of data by reducing a large number of
test items into factors of items through correlations (Kline, 1994). The 27-items (9
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questions times 3 types of listed leisure) from the LQ were factor analyzed to obtain
factor loadings (See Table 2). Factor loadings are similar to correlations of each item
with a common factor and are considered high if they are greater than .60 and moderately
high if they are greater than .30 (Kline, 1994). While some items may load on more than
one factor, it is usually clear that one factor loading is superior to the others. In terms of
the factor loadings for the time-out leisure items, the factor of social leisure also had
time-out items loaded onto it, but negatively for each item (See Table 2). This may be
due to time-out leisure being the complete opposite of social leisure (being alone as
opposed to being social). Table 2 also illustrates the means and standard deviations for
each of the 27 questions for the entire sample. Scores for each question ranged between
1 and 3. Most mean scores were between 2.1 and 2.3, which would be expected.
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Table 2
Factor Loadings for Leisure Questionnaire Items by Type of Leisure
Types of Leisure
Activities
Achievement
Activity 1
Q1
Q2
Q3
Activity 2
Q10
Q11
Q12
Activity 3
Q19
Q20
Q21
Social
Activity 1
Q4
Q5
Q6
Activity 2
Q13
Q14
Q15
Activity 3
Q22
Q23
Q24
Time-Out
Activity 1
Q7
Q8
Q9
Activity 2
Q16
Q17
Q18
Activity 3
Q25
Q26
Q27

Factors

M

S.D.

Range

Social Achievement Time-out
.300
.306
.226

.636
.467
.771

.327
.357
-.018

2.475 .7226
2.512 .6817
2.033 .8325

1-3
1-3
1-3

.232
.240
.191

.780
.670
.790

.274
.374
.060

2.241 .7768
2.337 .7560
2.033 .8666

1-3
1-3
1-3

.550
.571
.457

.623
.481
.632

.298
.414
.015

2.087 .8311
2.177 .8166
1.823 .8366

1-3
1-3
1-3

.640
.763
.673

-.407
-.353
-.195

.165
.247
.434

2.358 .7869
2.309 .7816
2.420 .7306

1-3
1-3
1-3

.728
.734
.687

-.343
-.255
-.295

.163
.385
.462

2.111 .8720
2.082 .8341
2.230 .8006

1-3
1-3
1-3

.726
.657
.688

-.471
-.520
-.405

.045
.185
.408

2.219 .8116
2.058 .8312
2.144 .8478

1-3
1-3
1-3

-.448
-.669
-.640

-.552
.267
-.133

.464
.429
.557

2.226 .8780
2.012 .8930
2.136 .8636

1-3
1-3
1-3

-.528
-.699
-.641

-.396
.236
-.160

.546
.349
.548

2.259 .8447
2.082 .8869
2.211 .8328

1-3
1-3
1-3

-.529
-.687
-.693

-.480
.235
-.047

.438
.366
.518

2.465 .7672
2.017 .8623
2.187 .8686

1-3
1-3
1-3
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A principle components factor analysis with Varimax rotation was conducted on
the twenty seven items to test for construct validity. The analysis was run three times—
once for each leisure activity type listed by the participants (9 items each). Table 3
shows the eigenvalues and percentage of variance explained by the 3 leisure factors.
Eigenvalues are the sum of squares of the factor loadings, and represent the total variance
for each factor. Each of the 3 factor analyses generated the same 3 factors with
eigenvalues greater that 1.00. The three factors for activity 1, activity 2, and activity 3
had a cumulative percent of the variance of 67.54%, 70.96%, and 73.11%, respectively.
The first factor, social leisure, included items 4, 5, 6, 13, 14, 15, 22, 23, and 24. Each of
the 3 items (3 items under each activity totaling 9) asks questions about how often the
participant engages in the activity to be around others (i.e. “How often do you participate
in this activity because you get to be with others”). The social leisure factor accounted
for 30.41% (see Table 3A) of the variance in activity 1, 31.87% of variance in activity 2
(see Table 3B), and 38.93% of the variance in activity 3 (see Table 3C). The second
factor, achievement leisure, was comprised of items 1, 2, 3, 10, 11, 12, 19, 20, and 21.
The three items for this factor included questions pertaining to how often the participant
experienced a sense of achievement when doing the leisure activity (i.e. “How often do
you find this activity challenging”). The achievement leisure factor accounted for
21.54% of the variance in activity 1 (see Table 3A), 24.35% of variance in activity 2 (see
Table 3B), and 22.44% of the variance in activity 3 (see Table 3C). The third factor,
time-out leisure, consisted of items 7, 8, 9, 16, 17, 18, 25, 26, and 27. The three
questions for this factor included items regarding doing experiencing leisure as relaxed
and alone (i.e. “How often is this an activity that you do alone that allows you
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to relax without any pressures or challenges”). The time-out leisure factor accounted for
15.60% of the variance in activity 1 (see Table 3A), 14.74% of variance in activity 2 (see
Table 3B), and 11.74% of the variance in activity 3 (see Table 3C).
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Table 3
Principle Component Analysis (Factor Analysis) Results for the Leisure
Questionnaire
A) Total Variance Explained for Activity 1
Initial
Eigenvalues
Component
Total
% of Variance Cumulative %
1 Social
2 Ach
3 T/O
4
5
6
7
8
9

2.737
1.939
1.403
.676
.593
.572
.382
.374
.323

30.409
21.543
15.591
7.511
6.591
6.358
4.248
4.156
3.593

30.409
51.952
67.543
75.054
81.645
88.003
92.251
96.407
100.000

B) Total Variance Explained for Activity 2
Initial
Eigenvalues
Component
Total
% of Variance Cumulative %
1 Social
2 Ach
3 T/O
4
5
6
7
8
9

2.868
2.191
1.327
.581
.488
.446
.412
.383
.304

31.868
24.347
14.742
6.458
5.420
4.956
4.578
4.258
3.373

31.868
56.215
70.957
77.415
82.835
87.791
92.369
96.627
100.000

C) Total Variance Explained for Activity 3
Initial
Eigenvalues
Component
Total
% of Variance Cumulative %
1 Social
2 Ach
3 T/O
4
5
6
7
8
9

3.503
2.019
1.057
.586
.514
.401
.349
.313
.258

38.926
22.437
11.744
6.506
5.713
4.457
3.873
3.475
2.868

38.926
61.364
73.108
79.614
85.327
89.784
93.657
97.132
100.000
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CHAPTER 4
Results
Preliminary Analyses
Table 4 shows the mean scores, standard deviations, and range of scores for the
research variables. The mean score for family dysfunction was 26.17, with a range from
functional (12.00) to dysfunctional (46.00), indicating that scores were in the middle of
the range. Adolescent psychological symptoms ranged from .04 to 3.24, with a mean
score of 1.06, indicating that the overall sample, on average, experienced psychological
symptoms between “a little” and “moderately”. Achievement, social, and time-out
leisure scores ranged from 9 to 27, with mean scores of 19.71, 19.93, and 19.51
respectively, which scores were also in the middle of the range. Table 5 shows the
correlation matrix for all of the research variables, where a few relationships were
statistically significant. For example, family dysfunction and adolescent psychological
symptoms (APS) were positively correlated, indicating that as family dysfunction
increased, the adolescent psychological symptoms also increased. Each of the three types
of leisure scores were moderately correlated with each other. Also, time-out leisure
scores were positively correlated with APS, indicating that the more an adolescent
experiences leisure as time-out, the more psychological symptoms he or she may have.
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Table 4
Mean Scores and Standard Deviations of Research Variables
Research Variables

N

Range

Family Dysfunction

243

Adolescent Psychological Symptoms 243

Min

Max

M

SD

34.00 12.00 46.00 26.17 2.29
3.20

.04

3.24

1.06

.67

Achievement Leisure

243

18.00

9.00 27.00 19.71 3.65

Social Leisure

243

17.00 10.00 27.00 19.93 3.95

Time-out Leisure

243

18.00

9.00 27.00 19.59 3.71

Note: Higher scores reflect more of each factor

Table 5
Correlation Matrix for all Variables
APSa
APS
Family
Dysfunction

--

Family
Family
Achievement Social Time-Out
Dysfunction
Status

Gender

Age

Income

.380**

-.012

.067

.186**

.077

.103

.069

-.068

--

-.068

-.045

.084

.122

-.114

.147*

-.105

--

.209**

-.213**

-.062

-.078

-.009

.068

--

-.227**

-.032

-.038

.006

-.100

--

.090

.025

.089

-.076

--

.014

.045

-.019

--

-.016

-.052

--

.157*

Achievement
Social
Time-Out
Family Status
Gender
Age
Income

--

Note. n=243. *p < .05, **p < .01, ***p < .001.
* Family status coded: Intact = 1, Non-intact = 2
a Adolescent Psychological Symptoms
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Regression Analyses
Three regression analyses were conducted to examine whether any of the three
types of leisure experience moderated the relationship between family dysfunction and
adolescent psychological symptoms (APS) -- using the whole sample first, then the male
sample, and the female sample separately.
Moderation effects for the whole sample: In Step 1, the control variables of
income, age, and family status, and the dependent variable of adolescent psychological
symptoms were included in the regression equation for the whole sample. The model
was not significant, F (3, 233) = 1.17, p = .32. Thus, these demographic variables were
deleted from the remaining regression steps. In step 2, the independent variable of family
dysfunction was entered alone as the predictor variable. This model was statistically
significant, F (1, 241) = 40.72 p = .001 (See Table 6)--indicating that as hypothesized,
family dysfunction predicts adolescent psychological symptoms. In step 3, a regression
analysis was calculated for each of the moderating variables with family dysfunction as
the predictor variable. The overall model for each type of leisure was significant (family
dysfunction x achievement leisure, F (2, 240) = 20.28 p = .001; family dysfunction x
social leisure, F (2, 240) = 22.03 p = .001; and family dysfunction x time-out leisure, F
(2, 240) = 23.42 p = .001). When the analysis was run individually for each moderator,
time-out leisure was the only type of leisure that showed any significant interaction with
family dysfunction (see Table 6). Time-out leisure significantly negatively moderated
the relationship between family dysfunction and adolescent psychological symptoms—
meaning that adolescents from dysfunctional families reported more psychological
symptoms if they experienced leisure as time-out. Thus, the hypothesis that leisure
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experienced as time-out would have no buffering effect was not supported. It’s possible
that time-out leisure may aggravate psychological symptoms. While neither of the other
moderator variables of social leisure and achievement leisure interacted significantly with
family dysfunction, there was a similar trend for social leisure to have a negative effect of
psychological symptoms (p < .08), which was contrary to the hypothesis. In step 4, the
regression analysis was run with all of the moderators in the equation simultaneously
(See Table 6). The overall model was significant, F (4, 238) = 13.35 p=.001. When
accounting for each of the variables, both social leisure and time-out leisure had a
significant moderating effect (weakening the predictive relationship between family
dysfunction and adolescent psychological symptoms), while achievement leisure’s
moderating effect was not significant. This means that when leisure was experienced as
social or time-out by adolescents from dysfunctional families, it worsened the effect of
family dysfunction alone on their psychological symptoms. Thus, the hypothesis that
leisure experienced as achievement or social would buffer adolescents from the effects of
their dysfunctional families on their psychological symptoms was not supported.
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Table 6
Moderation effects for the whole sample
Step 2. Results of the regression analysis with family dysfunction as the predictor
variable and adolescent psychological symptoms as the criterion variable.

Predictor
Family dysfunction

B

SE

Beta

t

Sig.

.037 .006 .380 6.381 .000

Step 3. Results of the regression analysis with family dysfunction as the predictor
variable with each type of leisure as moderator variables and adolescent psychological
symptoms as the criterion variable.

Predictor

B

SE

Beta

t

Sig.

Family dysfunction
Achievement x Family dysfunction

.037
.000

.010
.000

.384
-.005

3.911
-.048

.000
.962

Family dysfunction
Social x Family dysfunction

.025
.000

.009
.000

.253
.163

2.690
1.732

.008
.085

Family dysfunction
Time-out x Family dysfunction

.017
.000

.010
.000

.181
.242

1.733
2.319

.084
.021

Step 4. Results of the regression analysis with family dysfunction as the predictor
variable with all types of leisure as moderator variables and adolescent psychological
symptoms as the criterion variable.

Predictor
Family dysfunction
Achievement x Family dysfunction
Social x Family dysfunction
Time-out x Family dysfunction

B
-.007
.000
.000
.001

Adjusted R2 = .170
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SE

Beta

.016
.000
.000
.000

-.068
.020
.228
.310

t
-.411
.197
2.357
2.841

Sig.
.682
.844
.019
.005

Moderation effects in male sample: To test for gender differences, two models
were tested: In Step 1, the control variables of income, age, and intact, and the dependent
variable of adolescent psychological symptoms were entered into the regression equation
for the male sample. This model was not significant, F (3, 142) = .213, p=.89. Thus,
these demographics were then deleted from all remaining analyses. In step 2, the overall
model for males using family dysfunction as the predictor was significant F (1, 148) =
23.48, p=.001. Family dysfunction significantly predicted adolescent psychological
symptoms for males (See Table 7). In step 3, a regression analysis was calculated for
each of the moderating variables with family dysfunction as the predictor variable. The
overall male model for each type of leisure was significant (family dysfunction x
achievement leisure, F (2, 147) = 11.86 p=.001; family dysfunction x social leisure, F (2,
147) = 11.88 p=.001; and family dysfunction x time-out leisure, F (2, 147) = 14.51
p=.001). When the analysis was run individually for each moderator, time-out leisure was
the only type of leisure that showed any significance for the male sample (See Table 7).
Time-out leisure significantly moderated the relationship between family dysfunction and
adolescent psychological symptoms for males. Both of the other moderator variables,
social leisure and achievement leisure, were not significant. In step 4, the regression
analysis for males was run with all of the moderators simultaneously (See Table 7). The
overall model for males was significant F (2, 147) = 14.51 p=.001. When accounting for
each of the variables, only time-out leisure had a significant moderating effect for males,
while neither achievement leisure nor social leisure were significant. This finding
indicates that when male adolescents from dysfunctional families experience leisure as
time-out, it worsens the effect of family dysfunction on their psychological symptoms.
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Table 7
Moderation effects in male sample
Step 2. Results of the regression analysis with family dysfunction as the predictor
variable and adolescent psychological symptoms as the criterion variable for males.

Predictor
Family dysfunction

B

SE

Beta

t

Sig.

.036 .007 .370 4.845 .000

Step 3. Results of the regression analysis with family dysfunction as the predictor
variable with each type of leisure as moderator variables and adolescent psychological
symptoms as the criterion variable for males.

Predictor

B

SE

Beta

t

Sig.

Family dysfunction
Achievement x Family dysfunction

.004
.000

.012
.000

.425
-.071

3.527
-.590

.001
.556

Family dysfunction
Social x Family dysfunction

.003
.000

.011
.000

.314
.073

2.629
.614

.009
.540

Family dysfunction
Time-out x Family dysfunction

.014
.000

.012
.000

.141
.283

1.104
2.217

.271
.028

Step 4. Results of the regression analysis with family dysfunction as the predictor
variable with all types of leisure as moderator variables and adolescent psychological
symptoms as the criterion variable.

Predictor

B

SE

Beta

Family dysfunction
Achievement x Family dysfunction
Social x Family dysfunction
Time-out x Family dysfunction

.003
.000
.000
.001

.019
.001
.000
.000

.017
-.035
.151
.314

Adjusted R2 = .151
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t
.136
-.279
1.224
2.335

Sig.
.892
.781
.223
.021

Moderation effects in female sample: In Step 1, the control variables of income,
age, and intact, and the dependent variable of adolescent psychological symptoms were
entered into the regression equation for the female sample. This model was not
significant F (3, 87) = 1.645, p=.185. Thus, these demographics were deleted from all
remaining analyses. In step 2, the overall model for females using family dysfunction as
the predictor was significant F (1, 91) = 20.75, p=.001. Family dysfunction significantly
predicted adolescent psychological symptoms for females (See Table 8). In step 3, a
regression analysis was calculated for each of the moderating variables with family
dysfunction as the predictor variable. The overall female model for each type of leisure
was significant (family dysfunction x achievement leisure, F (2, 90) = 10.70 p=.001;
family dysfunction x social leisure, F (2, 90) = 13.91 p=.001; and family dysfunction x
time-out leisure, F (2, 90) = 10.84 p=.001). When the analysis was run individually for
each moderator, social leisure was the only type of leisure that showed any significance
for the female sample (See Table 8). Social leisure significantly moderated the
relationship between family dysfunction and adolescent psychological symptoms for
females. In step 4, the regression analysis for females was run with all of the moderators
simultaneously (See Table 8). When accounting for each of the variables, only social
leisure had a significant moderating effect for females, indicating that as female
adolescents from dysfunctional families experience leisure in a social way, it worsens the
effect of family dysfunction on their psychological symptoms. Although both time-out
and achievement leisure were not significant, there was a trend for time-out leisure to act
a moderator as it came close to being significant (p<.06).
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Table 8
Moderation effects in female sample
Step 2. Results of the regression analysis with family dysfunction as the predictor
variable and adolescent psychological symptoms as the criterion variable for females.

Predictor
Family dysfunction

B

SE

Beta

t

Sig.

.043 .009 .431 4.555 .000

Step 3. Results of the regression analysis with family dysfunction as the predictor
variable with each type of leisure as moderator variables and adolescent psychological
symptoms as the criterion variable for females.

Predictor

B

SE

Beta

t

Sig.

Family dysfunction
Achievement x Family dysfunction

.031
.000

.016
.001

.318
.139

1.943
.848

.055
.399

Family dysfunction
Social x Family dysfunction

.014
.001

.015
.001

.142
.366

.946
2.439

.347
.017

Family dysfunction
Time-out x Family dysfunction

.028
.000

.018
.001

.282
.175

1.563
9.69

.121
.335

Step 4. Results of the regression analysis with family dysfunction as the predictor
variable with all types of leisure as moderator variables and adolescent psychological
symptoms as the criterion variable for females.

Predictor
Family dysfunction
Achievement x Family dysfunction
Social x Family dysfunction
Time-out x Family dysfunction

B
-.033
.000
.001
.001

Adjusted R2 = .236
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SE

Beta

.028
.001
.001
.001

-.333
.152
.430
.352

t
-1.166
.938
2.776
1.908

Sig.
.247
.351
.007
.060

A secondary analysis was run to test whether there were any different moderating
effects for the clinical or non-clinical groups. The same results were found.
In summary, the hypothesis that family dysfunction predicts adolescent
psychological symptoms was supported in each model (whole sample, male, and female),
while the hypothesis that leisure experiences would moderate the negative effects of
family dysfunction on adolescent psychological symptoms was not supported. In fact,
the opposite occurred. Both adolescent experience of social and time-out leisure had a
negative moderating effect on adolescent psychological symptoms, that is, the symptoms
increased when looking at the whole sample. When looking at the samples by gender,
time-out leisure was significant for males, while social leisure was significant for
females.
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CHAPTER 5
Discussion
The purpose of this study was to test the relationship between family dysfunction
and adolescent emotional health. Two types of adolescent leisure experiences
(achievement and social) were hypothesized to moderate this relationship. Some
hypotheses were supported while others were not. As with previous research looking at
the relationship between family functioning and adolescent emotional health (Asarnow et
al., 1987; Kashani et al., 1995; Kaslow et al., 1984; Kaufman, 1991; McCauley et al.,
1993; Puig-Antich et al., 1993; Tamplin, et al., 1998), we too found that family
dysfunction predicts adolescent psychological symptoms for both males and females.
That is, the more family dysfunction, the more the negative psychological symptoms of
depression, anxiety, etc. Because regression is correlational, this is not cause and effect.
It is likely that dysfunctional families and adolescent emotional health is a reciprocal
relationship. It also was hypothesized that adolescents who experience higher levels of
achievement or social leisure would experience a reduction in psychological symptoms
(i.e. leisure would buffer the negative effects of family dysfunction on emotional health)
while it was hypothesized that time-out leisure would have no such buffering effect. The
findings were unexpected and did not support either hypothesis. Neither achievement nor
social leisure were related to better emotional health (measured by fewer psychological
symptoms). While there has been no previous research on leisure as a moderator
between family dysfunction and adolescent well-being, Passmore and French (2000)
found that both achievement and social leisure had positive effects on an adolescent’s
psychological health. Not only did leisure experienced as achievement have no buffering
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effect for males or females in the present study, but unexpectedly, social leisure for
females actually increased their psychological symptoms. Passmore and French (2000)
used a different measure of adolescent health than the one used in the present study (the
Youth Self-report). The Youth Self-report measure consists of 132 items that measure 8
subscales symptoms. The present study used the Global Severity Index subscale from the
BSI which had 53 items and measures the overall emotional health. The different
instruments used may be one possibility for the different findings.
To better understand these findings, we randomly selected questionnaires to
review the types of leisure activities that the participants had written down. Looking at
the three leisure activities selected by participants, approximately 15% the participants
listed at least one of their three leisure activities as using illegal drugs, having premarital
sex, or sleeping. This was an unexpected limitation of the study, i.e. adolescents
perceiving these kinds of unhealthy and psychologically harmful activities as leisure was
not expected. Because of the measurement decision to allow adolescents to select their
own leisure activities and decide for themselves if the activity was experienced as social,
achievement, or time-out leisure, these unexpected responses were somewhat prevalent in
the data set, especially in the clinical sample of adolescents that made up 58% of the total
sample. Although adolescents’ choosing of these types of activities as their leisure
experiences was not expected, it does seem to explain some of the findings. Adolescents
from dysfunctional families who are using illegal drugs socially with friends is a possible
explanation why adolescent psychological symptoms would increase as a result of such
“social leisure”. Prior to this study, it was believed that spending quality time with
friends would help offset the negative effects of dysfunctional family interactions, e.g.
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enjoying a leisure activity with friends may take one’s mind off the stressors at home. In
trying to understand why the opposite was found, one possibility for example, is that if a
girl who is experiencing family problems turns to using drugs and alcohol with her
friends, this could lead to other psychological health problems (e.g. addictions), or
exacerbate existing problems like depression or anxiety. There are many research studies
linking drug and alcohol abuse to adolescent emotional health problems (Deas, Riggs,
Langenbucher, Goldman, & Brown, 2000; Crowley & Riggs, 1995; Riggs & Whitmore,
1999).
Another unexpected finding was that adolescent boys who experienced leisure as
time-out increased in their psychological symptoms. Based on Passmore and French’s
(2000) finding that time-out leisure had no positive effects on adolescent health, it was
hypothesized that time-out leisure would have no buffering effect in the present research.
Contrary to the hypothesis, a negative buffering effect was found—adolescents
symptoms were worse when participating in time-out leisure. While this was unexpected,
it was not surprising to find that spending time alone may actually make emotional
problems worse for teenagers. It is possible that adolescents who come from
dysfunctional families might experience even more psychological symptoms if they tend
to spend their leisure time alone. For example, if an adolescent is feeling depressed and
his family is fighting on a regular basis, it is possible that being alone, ruminating about
how bad things are and thinking negatively could lead to feeling even worse about
himself and life. Also, in looking at the randomly selected questionnaires addressed
above, if a student is using alcohol or drugs alone as a form of time-out leisure, it is
possible that this drug use could lead to even more emotional health problems. And,
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sleeping, which was perceived by some as time-out leisure may exacerbate emotional
problems too, as a form of temporary escape. So, another limitation of this study is that
some teens defined substance use or sleeping as time-out leisure.
In trying to understand why leisure may not moderate the relationship between
dysfunctional family dynamics and adolescent psychological symptoms, another possible
explanation is simply the power and long-lasting nature of family-of-origin problems on
adolescent emotional health. While family dysfunctional patterns are always present,
leisure takes place only occasionally or sporadically or for a short period of time. A
leisure activity may feel good in the moment and even temporarily improve an
adolescent’s psychological health (Passmore & French, 2000), but the pervasive manner
in which family interaction patterns impact an adolescent may be more than occasional
leisure activities can buffer. Thus, it is possible that no type of leisure may be able to
buffer the effects of dysfunctional family interaction patterns. While this may be the
case, it is this researchers belief that leisure can be a buffer to the negative influences of
dysfunctional families, and that a major problem with this study was due to the limitation
of our measurement of leisure.
Limitations
One of the limitations of this study was that despite having a relatively large
sample size (n= 243), the sample was very homogeneous. The majority of the
participants were Caucasian, religious, and from higher social economic groups. Thus,
the study findings are limited in their generalizability. Greater diversity by recruiting
other ethnic goups, non-religious groups, and lower SES groups would increase the
external validity of this study.
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Another limitation of this study was the questionable validity of the leisure
questionnaire. As previously mentioned, participants were asked to list their leisure
activities and their experience of it. In an effort to allow the adolescents to choose their
own activities to report, we may not have considered the nature of the types of activities
they perceived as leisure (clinical sample especially) and the possibility that some would
list pre-marital sex, illegal drug use, and sleeping as their preferred leisure activities.
This adolescent sample may have defined leisure differently from our preconceived
perceptions about leisure. That is, our perceptions of leisure activities that build self
esteem and improve emotional health (e.g. playing games, getting exercise with friends,
setting goals and working towards them, etc). Results may have been different if we first
had used a random sample of adolescents to elicit different leisure activities and
categorize them into the three types of leisure or if we listed and categorized healthy
types of leisure the participants could choose from on the questionnaire rather than
allowing the adolescents to choose and categorize their own activities based on their own
(sometimes unhealthy) perceptions.
Another limitation of the leisure questionnaire was that students were not asked
what time of peer group they spent their leisure time with (negative or positive peer
group). The majority of the adolescents from the clinical sample were probably spending
time with students that were getting into the same kind of trouble that caused them to be
sent to a therapeutic wilderness program. Also, students were not asked to look at their
most recent leisure activities. It is possible that students were listing their favorite leisure
activities that they no longer participated in because they were spending most of their
time with friends that were also using drugs and alcohol. It would be beneficial to
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develop a leisure questionnaire that differentiates between positive and negative peer
groups and the amount of leisure that the adolescent participated in.
The secondary analysis was run to see if maybe the leisure questionnaire would
have different results for the two different groups, but no differences were found.
Finally, since this study did not employ a longitudinal or experimental design, the direct
effects of leisure on symptoms could not be tested in a cause and effect manner.
Future Research
There are a few directions that future research could take in terms of family
functioning, leisure, and adolescent well being. Building on the present study, more
research needs to be done with a more random sample of adolescents from a more diverse
population. Experimental clinical studies, where adolescents from dysfunctional families
are assigned to different types of leisure activities may be beneficial to helping
understand if certain types of leisure can have a buffering effect. Also, looking at family
leisure rather than individual leisure as a possible moderating variable might help
therapists with implementing more effective interventions for families. Finally, it would
be important to develop a leisure questionnaire that differentiates between healthy and
non-healthy leisure and also takes into account the type of peer group that the adolescent
is spending time with during the leisure activities.
Clinical Implications
The results of this study have important implications for therapists when working
with adolescents from dysfunctional families. The finding that a dysfunctional family
predicts adolescent psychological symptoms continues to reinforce the need for effective
family therapy in order to decrease family dysfunction’s effects on adolescent
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symptomology. While this finding is not new, it is important for the therapist working
with adolescents to understand how influential a negative family environment can be on
adolescent mental health as well as how disruptive a difficult adolescent can be on the
family. The finding that three types of leisure had no positive buffering effect between
family dysfunction and adolescent emotional health validates how powerful and
influential the family system is.
Another implication that therapists need to be aware of is the finding that
adolescent males from dysfunctional families who experience time-out leisure in
unhealthy ways (e.g. sleeping) may actually increase their psychological symptoms. It is
important that therapists working with adolescent boys from dysfunctional families who
are experiencing psychological symptoms help the adolescent and the parents develop
ways to keep the adolescent from spending his leisure time alone in unproductive, passive
types of time-out activities (e.g. sleeping). In addition, therapists working with female
adolescents from dysfunctional families may want to help both the individual and parents
understand that spending leisure time socially in unhealthy ways (e.g. using drugs) may
also cause problems to become worse if such leisure is related to destructive behaviors
like substance abuse or sexual promiscuity. It appears that encouraging teens to get more
leisure to help them cope with their dysfunctional family dynamics may not always be
good advice. The adolescents’ definitions of leisure verses adults’ definitions of leisure
may vary to the point that one cannot assume both parties are talking about the same
thing. Encouraging adolescents to experience healthy leisure activities as defined by
professionals and research studies may still buffer some of the negative effects of
dysfunctional family process or adolescent emotional health.
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PROJECT FAMILY RULES
Jeffry H. Larson, Ph. D., LMFT, Director
274 TLRB, BYU, Provo, UT 84602

Dear ____________ Family,
Your friend, ___________________, has nominated your adolescent to participate in this
research project in return for extra-credit opportunities in one of his/her university
classes. The purpose of our project is to gather information with which to better
understand and serve families and adolescents much like yours. All of the information
your teen provides is confidential. When the questionnaire is received, it is identified by
a number and entered into a database. At that point, your teen’s answers are linked only
to that number so that the answers remain anonymous.
Through this study we hope to better understand the effects of family rules and leisure
activities on teens’ emotional wellness.
Although your son’s or daughter’s participation in this study is entirely voluntary, their
response is extremely important to the overall success of the project. We have enclosed
consent forms for you and your teen to sign, the family rules questionnaire, and a
separate postage-paid, self-addressed return envelope in which to return everything.
When we receive the completed questionnaire, we will mail your teen $10.00 as a way of
saying, Thank you!
Should you have any further questions pertaining to this study or experience any
problems related to completing the questionnaire, please contact Dr. Jeffry Larson at 801422-2344. Thank you in advance for encouraging your teen’s participation in this
important project.
Sincerely,
Dr. Jeffry Larson
Project Director
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Parental Consent to Participate in Research
The following questionnaire is designed to encourage adolescents to consider
unspoken family rules, emotional wellness and participation in leisure activities. Dr.
Jeffry Larson, a licensed marriage and family therapist and faculty member at Brigham
Young University is conducting this survey. Your teenager has been chosen to
participate in this study because students in classes at Brigham Young University
have identified your family as including at least one teenager between the ages of 13
and 18.
The following are examples of questions that will be asked regarding family
rules: Answer how often during the last year the following rules operated in your
family: “Don’t feel or talk about feelings;” “Be supportive of others during difficult
time;” and “Support each other.” Examples of wellness questions are: “How much
were you distressed by: bodyaches; feeling tense or keyed up; and difficulty making
decisions.” Examples of leisure participation questions are: “Make a list of all the
leisure activities that you find give you a sense of achievement, not only sporting
activities”; and, “How enjoyable do you find each of these social activities?”
Participation in this project requires demographic information and questionnaire
responses from teenagers between the ages of 13 and 17. It is anticipated that your teen
may spend 30-40 minutes providing the needed information. Risks to participants are
minimal but for those who are struggling with family relationships or emotional problems
there may be some emotional discomfort answering the items on the questionnaire.
Should this happen we can refer you to a national network of certified, licensed
therapists. Benefits of participating in this study include an opportunity for your teenager
to examine and/or reconsider unspoken family rules that influence family interaction and
to assess one’s personal wellness and use of leisure. It is also anticipated that the results
of this research will allow therapists and other professionals to understand and assist
family members in improving family relationships and emotional wellness. Participation
in this research is voluntary and refusal to participate and/or withdrawal will not
result in any penalty whatsoever. All information obtained will be treated in strict
confidence and there will be no reference to participants’ identification at any point in
this research.
As an incentive to participate in this research, your teen will receive $10 cash
reimbursement by mail after returning the survey. If you prefer that we mail the cash
directly to you instead, please let us know by email at: jeffry_larson@byu.edu.
For questions or concerns regarding this study please contact Dr. Jeffry Larson, LMFT, at
(801) 422-2344; 274 TLRB Brigham Young University, Provo, UT 84602.
For questions regarding research participants’ rights please contact Dr. Shane Schulthies,
Chair of the Human Subjects Institutional Review Board, at (801) 422-5490.
I have read, understood, and received a copy of the above and voluntarily consent to have
my adolescent participate in this study.
______________________________________________
Parent’s Signature/Date
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Adolescent Consent to Participate in Research
The following questionnaire is designed to encourage adolescents to consider
unspoken family rules, emotional wellness and participation in leisure activities. Dr.
Jeffry Larson, a licensed marriage and family therapist, and faculty member at Brigham
Young University is conduction this survey. You have been chosen to participate in
this study because students in classes at Brigham Young University have identified
your family as including at least one teenager between the ages of 13 and 17.
The following are examples of questions that will be asked regarding family
rules: Answer how often during the last year the following rules operated in your
family: “Don’t feel or talk about feelings;” “Be supportive of others during difficult
time;” and “Support each other.” Examples of wellness questions are: “How much
were you distressed by: bodyaches; feeling tense or keyed up; and difficulty making
decisions.” Examples of leisure participation questions are: “Make a list of all the
leisure activities that you find give you a sense of achievement, not only sporting
activities”; and, “How enjoyable do you find each of these social activities?”
If you decide to be a part of this study, we want to know information about you
regarding your: age, gender, about how much money your family makes, hometown,
race, religious preference, and if your parents are married, divorced, separated, etc. It
may take up to 30-40 minutes for you to fill everything out. This study is not dangerous
at all, but if anyone in your family has a hard time getting along with one another it may
cause very slight upset feelings. If this happens and you would like to talk to a therapist,
we can help you find one. The results of this research will help therapists and other
professionals to understand and help family members to improve their relationships.
Participation in this research is voluntary and if you decide you do not want to
participate, or you decide part-way-through that you want to stop participating,
there will be no penalty for doing so. All of the information that we get from you
will be kept private, and we will not include your name at any point in our research.
TO THANK YOU FOR PARTICIPATING WE WILL PAY YOU $10.00 WHEN
WE RECEIVE YOUR COMPLETED QUESTIONNAIRE. THE $10 WILL BE
MAILED TO YOU.
For questions or concerns regarding this study please contact Dr. Jeffry Larson, LMFT, at
(801) 422-2344; 274 TLRB Brigham Young University, Provo, UT 84602.
For questions regarding research participants’ rights please contact Dr. Shane Schulthies,
Chair of the Human Subjects Institutional Review Board, at (801) 422-5490.
I have read, understood, and received a copy of the above and voluntarily consent to
participate in this study.
________________________________________
Teenager’s Signature/Date
________________________________________
Parent’s Signature/Date
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Family Functioning Questions
After reading each statement below, decide if you strongly agree, agree, disagree or strongly disagree with the
statement as it reflects how you currently feel about your family.
Circle your answers below
Strongly
Strongly
Disagree Disagree Agree Agree

1) Planning many family activities is difficult because

1

2

3

4

2) In times of crisis we can turn to each other for support.

1

2

3

4

3) We cannot talk to each other about the sadness we feel.

1

2

3

4

4) Individuals are accepted for who they are.

1

2

3

4

5) We avoid discussing our fears and concerns.

1

2

3

4

6) We can express feelings to each other.

1

2

3

4

7) There are lots of bad feelings in the family.

1

2

3

4

8) Making decisions is a problem in our family.

1

2

3

4

9) We are able to make decisions about how to solve

1

2

3

4

10) We don’t get along well together.

1

2

3

4

11) We confide in each other.

1

2

3

4

12) We feel accepted for who we are.

1

2

3

4

we misunderstand each other.

problems.
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Wellness Questions
Instructions: On the following pages is a list of problems people sometimes have. Please
read each one carefully, and circle the number that best describes HOW MUCH THAT
PROBLEM HAS DISTRESSED OR BOTHERED YOU DURING THE PAST 7 DAYS
INCLUDING TODAY. Circle only one number for each problem and do not skip any items.
Read the example before beginning.
Example:
HOW MUCH WERE YOU DISTRESSED BY:
Not at
A
All
Little Moderately

Bodyaches
(If you were distressed quite a bit, circle a 3.)

0

1

2

Quite
A Bit Extremely

3

4

HOW MUCH WERE YOU DISTRESSED BY:
Not at
A
Quite
All Little Moderately A Bit Extreme

13)

Nervousness or shakiness inside

0

1

2

3

4

14)

Faintness or dizziness

0

1

2

3

4

15)

The idea that someone else can control your thoughts 0

1

2

3

4

16)

Feeling others are to blame for most of your troubles 0

1

2

3

4

17)

Trouble remembering things

0

1

2

3

4

18)

Feeling easily annoyed or irritated

0

1

2

3

4

19)

Pains in heart or chest

0

1

2

3

4

20)

Feeling afraid in open spaces or on the streets

0

1

2

3

4

21)

Thoughts of ending your life

0

1

2

3

4

22)

Feeling that most people cannot be trusted

0

1

2

3

4

23)

Poor appetite

0

1

2

3

4

24)

Suddenly scared for no reason

0

1

2

3

4
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HOW MUCH WERE YOU DISTRESSED BY:
Not at A
Quite
All Little Moderately A Bit Extreme

25)

Temper outbursts that you could not control

0

1

2

3

4

26)

Feeling lonely even when you are with people

0

1

2

3

4

27)

Feeling blocked in getting things done

0

1

2

3

4

28)

Feeling lonely

0

1

2

3

4

29)

Feeling blue

0

1

2

3

4

30)

Feeling no interest in things

0

1

2

3

4

31)

Feeling fearful

0

1

2

3

4

32)

Your feelings being easily hurt

0

1

2

3

4

33)

Feeling that people are unfriendly or dislike you

0

1

2

3

4

34)

Feeling inferior to others

0

1

2

3

4

35)

Nausea or upset stomach

0

1

2

3

4

36)

Feeling that you are watched or talked about by others0

1

2

3

4

37)

Trouble falling asleep

0

1

2

3

4

38)

Having to check and double-check what you do

0

1

2

3

4

39)

Difficulty making decisions

0

1

2

3

4

40)

Feeling afraid to travel on buses, subways, or trains 0

1

2

3

4

41)

Trouble getting your breath

0

1

2

3

4

42)

Hot or cold spells

0

1

2

3

4

43)

Having to avoid certain things, places, or activities
because they frighten you

0

1

2

3

4

44)

Your mind going blank

0

1

2

3

4

45)

Numbness or tingling in parts of your body

0

1

2

3

4

46)

The idea that you should be punished for your sins

0

1

2

3

4
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HOW MUCH WERE YOU DISTRESSED BY:
Not at
All

A
Quite
Little Moderately A Bit Extreme

47)

Feeling hopeless about the future

0

1

2

3

4

48)

Trouble concentrating

0

1

2

3

4

49)

Feeling weak in parts of your body

0

1

2

3

4

50)

Feeling tense or keyed up

0

1

2

3

4

51)

Thoughts of death or dying

0

1

2

3

4

52)

Having urges to beat, injure, or harm someone

0

1

2

3

4

53)

Having urges to break or smash things

0

1

2

3

4

54)

Feeling very self-conscious with others

0

1

2

3

4

55)

Feeling uneasy in crowds, such as shopping or at
a movie

0

1

2

3

4

56)

Never feeling close to another person

0

1

2

3

4

57)

Spells of terror or panic

0

1

2

3

4

58)

Getting into frequent arguments

0

1

2

3

4

59)

Feeling nervous when you are left alone

0

1

2

3

4

60)

Others not giving you proper credit for your
achievements

0

1

2

3

4

61)

Feeling so restless you couldn’t sit still

0

1

2

3

4

62)

Feelings of worthlessness

0

1

2

3

4

63)

Feeling that people will take advantage of you if you 0
let them

1

2

3

4

64)

Feelings of guilt

0

1

2

3

4

65)

The idea that something is wrong with your mind

0

1

2

3

4
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Leisure Questions
Leisure activities are things you do for fun or to feel good about yourself in your spare
time when you are not in classes at school, doing homework, jobs at home, etc.
Examples are: playing video games, doing a sport, watching TV, doing a club activity,
using a computer for fun, talking with friends, listening to music, rollerblading, etc. The
questions below refer to leisure activites you enjoyed doing before coming to Second
Nature.
Please list 3 of your favorite leisure activities that you participated in most (before
coming to Second Nature):
Activity 1 ________________________
Activity 2 ________________________
Activity 3 ________________________

Write in Activity 1 again here: ___________________
For activity number 1, circle the best answer for each of the questions below:
Seldom
1

Occasionally
2

Often
3

1

2

3

3) How often do you find this activity challenging?

1

2

3

4) How often do you participate in this activity because you

1

2

3

1

2

3

1

2

3

1

2

3

8) How often do you do this activity alone?

1

2

3

9) How often is this an activity you do alone that allows you

1

2

3

1) How often do you try to improve your performance?
2) How often do you experience a sense of accomplishment
by participating in this activity?

get to be with others?

5) How often does this activity help you with making and/or
keeping friends?

6) How often does this activity help you to feel a sense of
belonging?

7) How often does this activity allow you to just relax and not
use energy?

to relax without any pressures or challenges?
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Write in Activity 2 again here: ___________________
For activity number 2, circle the best answer for each of the questions below:
Seldom

Occasionally

Often

10) How often do you try to improve your
performance?

1

2

3

11) How often do you experience a sense of
accomplishment by participating in this
activity?

1

2

3

12) How often do you find this activity
challenging?

1

2

3

13) How often do you participate in this activity
because you get to be with others?

1

2

3

14) How often does this activity help you with
making and/or keeping friends?

1

2

3

15) How often does this activity help you to feel a
sense of belonging?

1

2

3

16) How often does this activity allow you to just
relax and not use energy?

1

2

3

17) How often do you do this activity alone?

1

2

3

18) How often is this an activity you do alone that
allows you to relax without any pressures or
challenges?

1

2

3

75

Write in Activity 3 again here: ___________________
For activity number 3, circle the best answer for each of the questions below:
Seldom
1

Occasionally
2

Often
3

20) How often do you experience a sense of
accomplishment by participating in this
activity?

1

2

3

21) How often do you find this activity
challenging?

1

2

3

22) How often do you participate in this activity
because you get to be with others?

1

2

3

23) How often does this activity help you with
making and/or keeping friends?

1

2

3

24) How often does this activity help you to feel
a sense of belonging?

1

2

3

25) How often does this activity allow you to just
relax and not use energy?

1

2

3

26) How often do you do this activity alone?

1

2

3

27) How often is this an activity you do alone
that allows you to relax without any
pressures or challenges?

1

2

3

19) How often do you try to improve your
performance?

Please go on to the next page
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Demographic Information
28) Your Gender (please circle): Male / Female
29) Your AGE (write-in):_______
30) What is the city and state in which you live?
State:_________

City:_________________

31) What is your ethnicity? (Circle one):
1) Caucasian (white) 2) African American 3) Native American
Hispanic
5) Asian 6) Polynesian 7) Other:________________________

4) American

32) What is your religious preference? (Circle one):
1) Protestant (e.g. Baptist, Lutheran, Methodist, etc.) 2) Catholic 3) Jewish 4) LDS
5) Eastern Religion (e.g. Hindu, Buddhist, Muslim, etc.)
6) Other (write-in): ___________________________ 7) No religion
33) What is your approximate yearly total family income? (Circle one):
0) Don’t know 1) $0-$19,999 2) $20,000-$39,999 3) $40,000-$59,999
4) $60,000-$79,999 5) $80,000-$99,999 6) $100,000-$120,000 7) more than
$120,000
34) Your parents currently are (Circle one):
1) Never married 2) Married 3) Separated 4) Divorced
5) Divorced with one or both parents remarried

Thank you for your participation! Mail this questionnaire back to us using the
enclosed self-addressed, stamped envelope. When we receive your questionnaire, we will
send you $10.
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